The National HIV/AIDS Strategy (NHAS) for 2010-2015, released in July 2010, focused on decreasing new human immunodeficiency virus (HIV) infections, improving access to and outcomes from HIV care, reducing disparities, and increasing coordination across all levels of government. 1 In concert with the release of NHAS, the Centers for Disease Control and Prevention (CDC) launched an initiative to fund 12 health departments to redesign programmatic efforts to help achieve the goals of NHAS by implementing CDC's new High Impact Prevention (HIP) approach to HIV. 2, 3 The Enhanced Comprehensive HIV Prevention Planning (ECHPP) project involved implementing a wide range of high-impact HIV prevention activities in the 12 cities with the highest prevalence of AIDS, which represented 44% of total cases nationwide reported through 2007. 4 An underlying assumption in CDC's HIP approach, and in NHAS, is that HIV prevention resources needed to be better targeted to have a greater population impact. The task for ECHPP projects was to show that health departments could successfully shift their resources to different areas, populations, and interventions and, in doing so, have a greater impact on HIV in their jurisdictions.
For HIV prevention, CDC directly funds all state health departments in the United States, eight large-city health departments, and a handful of territorial or other special health departments. 5 CDC also directly funds approximately 90 community-based organizations through its flagship community-based organization announcement 6 and another 34 community-based organizations through its initiative on men who have sex with men and transgender people of color, 7 and provides indirect support to even more community-based organizations through state health departments. This funding covers basic public health activities such as HIV surveillance by health departments, and HIV programs such as HIV testing, linkage-to-care, and behavioral interventions to reduce risk, enhance linkage to and engagement in care, and improve adherence to HIV treatment. It is important to note that ECHPP funding was generally less than 10% of the base HIV budget for the funded jurisdictions. The ECHPP project was designed to support the planning and implementation of new models or HIV prevention programs by leveraging all available funds in a jurisdiction, including non-CDC funds.
Prior to the HIP initiative and NHAS, CDC reported that the estimated incidence of HIV was stable for many years, although prevalence was increasing, because of the dramatic decline in deaths among people with HIV after the introduction in the mid-1990s of highly active antiretroviral therapy. 8 Although stable incidence with increasing prevalence indicates a declining rate of infection, CDC's public health obligation to make the biggest difference with available funds led to efforts to increase the impact of CDC's HIV prevention resources. In 2010, a substantial portion of CDC's HIV funds supported the implementation of a variety of evidencebased interventions for groups most affected by HIV. These individual, couple, group, and community-level behavioral interventions were efficacious and met CDC's research synthesis criteria for scientific rigor, 9 and many interventions were packaged for dissemination to and implementation by health departments and community-based organizations. 10 However, many of the interventions were targeted toward HIV-negative people in individual and small groups, some were not reaching the majority of people most likely to acquire or transmit HIV, and some were not cost-effective. Given the potentially large population size of at-risk HIV-negative people and, thus, potentially high costs of implementation, it was clear that, for most groups, evidence-based interventions would be difficult to scale to have adequate coverage for population impact. 1 The shift in 2010 to a HIP approach in NHAS was driven in part by modeling that found gaps between existing programmatic efforts and impact. CDC's national resource allocation model showed that the United States should be spending a larger proportion of its resources on HIV testing, on people living with HIV, on at-risk populations, and on gay, bisexual, and other men who have sex with men. 11 Resource allocation models developed at the local level as part of the ECHPP project have consistently shown a similar pattern 12 and illustrated the importance of funding activities to find people with undiagnosed HIV infection and to keep HIV-positive people in care. 13 Additionally, the ECHPP project was implemented in the context of rapid change; dramatic scientific advances related to the use of highly active antiretroviral therapy to prevent both the transmission 14 and acquisition [15] [16] [17] of HIV, changes in health care with the implementation of the Affordable Care Act, 1 and shrinking public health budgets. 1 In 2012, CDC implemented a new health department funding announcement that followed the lead set by NHAS, the HIP initiative, and the ECHPP project by directing programmatic funding toward higher-impact activities. It required all health departments to spend 75% of their funds on four HIP activities-HIV testing, prevention for HIV-positive people, condom distribution, and policy and other structural initiatives-and required a jurisdictional plan that observed the tenets of the HIP initiative. 5 For the 12 ECHPP health departments, this shift in CDC's new health department funding allowed them to more easily implement their ECHPP plans and advise other health departments on some of the successes and challenges they experienced in making the shift away from evidence-based interventions for HIV-negative people. An article by Flores et al. in this issue of Public Health Reports (PHR) 18 captures how the health departments responsible for U.S. cities most affected by HIV responded by planning for and implementing the HIP initiative. For example, trying to better integrate data systems required organizational changes, training and technical assistance, and development of new policies and procedures. Results of local resource allocation modeling led to broader engagement of partners both inside and outside health departments to build support for change. Additonally, small pilot projects allowed health departments to test novel programs before broad implementation.
The two ECHPP evaluation articles by Fisher et al. in this issue of PHR also highlight important aspects of the ECHPP project. 19, 20 The article describing the evaluation plan for the ECHPP project 19 outlines the challenges and innovative methods developed to evaluate a multicomponent, multiyear demonstration project in cities with many HIV funding streams. Developed through both internal and external consultation, the plan includes process, outcome, and impact measures, and represents a state-of-the-art evaluation plan for projects that are being implemented in the context of multiple interlocking efforts supporting the same goals. Another article in this issue of PHR, by Fisher et al., 20 highlights changes in some of the programmatic services provided by health departments and reported increases in high-impact approaches with key populations. Taken together, these three articles provide some of the process and outcome evaluation results for the ECHPP project and provide the framework for identifying impact indicators when those data are available in the future.
The final key feature of the ECHPP project that has changed public health practice in HIV prevention is the dramatically increased coordination across various levels of the federal government, which mirrors much of the partnering and collaborations seen by state and local health departments. This key goal of NHAS was brought to life in the ECHPP project, but has expanded in breadth and depth since then. Multiple federal partners engaged with CDC during the ECHPP project, including the U.S. Department of Health and Human Services (HHS), particularly the Office of HIV/AIDS and Infectious Disease Policy, the Health Resources and Services Administration (HRSA), the Substance Abuse and Mental Health Services Administration (SAMHSA), and the National Institutes of Health (NIH). Not only were federal agencies engaged to support programmatic efforts, but the NIH provided funding to researchers in nine ECHPP cities to engage with health departments to conduct small research projects that were relevant to health departments in the new era of HIP. 21, 22 Based on the ECHPP project, CDC developed new demonstration projects in close collaboration with federal partners to plan and write the funding announcements. For example, the Care and Prevention in the United States demonstration project funded eight states to improve the health and engagement in care of HIV-positive people and to improve the continuum of care outcomes for their state by addressing the most proximal social determinants of health for these outcomes. 23 Project teams include staff members from CDC, HRSA, SAMHSA, and HHS all actively participating with each other and with the grantees. Another recent demonstration project took collaboration to a new level, as funding was split between CDC and HRSA's Bureau of Primary Health Care so that CDC could fund health departments and HRSA could fund health centers to collaboratively increase routine screening and improve continuum of HIV care outcomes in the funded jurisdictions. 24 This enhanced level of collaboration pushes all the agencies to focus on HIP within the context of their missions.
What was revolutionary when the ECHPP project began in 2010 has become standard practice in HIV prevention. And in July 2015, President Obama extended NHAS for five more years, keeping the same goals with an even tighter focus on refining the principles of HIP. 25 Focusing HIV prevention efforts on activities, populations, and geographic areas that will have epidemiologic impact has been incorporated at all levels of government and nongovernment organizations. As prevention science has expanded the number of available prevention options, federal agencies and health departments will continue to focus on how best to deploy their resources to prevent the most new HIV infections and improve access to care for HIV-positive people, while addressing some of the underlying disparities that have marked the history of HIV.
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